Increasing parity reduces the risk of breast, endometrial and ovarian cancers (Pike et al, 2004) . The higher the number of fullterm pregnancies, the greater the protection. Compared with nulliparous women, a woman who has at least one full-term pregnancy reduces her risk of breast cancer by around 25% (Layde et al, 1989; Ewertz et al, 1990 ) and women with five or more children experience a 50% reduction in risk (Kelsey et al, 1993) . For endometrial cancer, risk is reduced by 30% for a woman's first birth and by 25% for each successive birth, and later maternal age at last birth has also been shown to reduce the risk (Pike et al, 2004) . For ovarian cancer, risk in women with four pregnancies is only 40% that in nulliparous women (Ness et al, 2002) . However, increasing parity increases the risk of cancer of the cervix, independently of any increase in the prevalence of infection with HPV (Munoz et al, 2002) .
Age at menopause
Late menopause increases the risk of breast cancer and endometrial cancer (Pike et al, 2004) . For breast cancer, risk is doubled for a woman with menopause at 55 years compared with less than 45 years (Kelsey et al, 1993) . For each year that the menopause is delayed, there is an approximate 3% increase in breast cancer risk (Collaborative Group, 1997) . Postmenopausal women have a lower risk of breast cancer compared with premenopausal women of the same age, both for natural menopause and for menopause induced through surgery (Collaborative Group, 1997) .
Breastfeeding
The role of breastfeeding as a protective factor against the later development of breast cancer has been long suspected (LaneClaypon, 1926) . More recently, this association has been confirmed and the magnitude of the effect estimated as a decrease in risk of 4.3% for every 12 months of breastfeeding (Collaborative Group on Hormonal Factors in Breast Cancer, 2002) . For ovarian cancer, the issue is less clear. An early collaborative analysis of casecontrol studies found a reduced risk in parous women who had ever breastfed compared with those who had never done so (Whittemore et al, 1992) . Subsequent work suggested that only serous tumours may be so influenced (Jordan et al, 2007 (Jordan et al, , 2008 . A recent analysis of two US cohort studies (Danforth et al, 2007) suggests that each month of breastfeeding reduces the RR by 2% (RR ¼ 0.98 per month, 95% CI 0.97 -1.00).
Although a woman's reproductive behaviour can influence the risk of cancers of the uterus, ovary and breast, most of the important aspects discussed above are not sensibly considered as targets for preventive interventions.
In this section, therefore, only the cancers attributable to suboptimal levels of breastfeeding are evaluated.
METHODS
Breastfeeding of infants in Britain is not very common, and is generally not prolonged for more than a few weeks. Surveys of infant feeding in the UK, at 5-yearly intervals since 1975, have been carried out by the Department of Health. The most recent survey (the seventh) was in 2005 (Bolling et al, 2007) . Table 1 shows the results of these surveys. *Correspondence: Professor DM Parkin; E-mail: d.m.parkin@qmul.ac.uk
The values in italics have been interpolated. This seems relatively secure, as the decline in breastfeeding prevalence with time since birth in women who do actually commence seems to be relatively constant ( Figure 1 ).
There is no generally accepted target for breastfeeding. The Global Strategy on Diet, Physical Activity and Health of the World Health Organisation (WHO, 2004) includes a recommendation to 'promote and support exclusive breastfeeding for the first six months of life and promote programmes to ensure optimal feeding for all infants and young children'. Therefore, we have taken as the optimum breastfeeding of all live-born children for six months, with no change to the current pattern after this time. Currently, some 18% of women are breastfeeding to 9 months of age (Table 1) . Table 2 gives information on the birth experience of women in England and Wales in 2008, the most recent year available (Office for National Statistics, 2009). Table 3 shows the estimated duration of breastfeeding (based on the data of Table 1) .
With a change in risk for each month of breastfeeding of À0.366% for breast cancer and À2.0% for ovarian cancer (Collaborative Group on Hormonal Factors in Breast Cancer, 2002; Danforth et al, 2007) , the actual protection provided by the breastfeeding practices of each generation of women can be estimated (column 1 of Table 4 ). The breastfeeding practices from Table 1 are assumed to apply to the year in which 50% of the children in a given age group in 2008 would have been born. Since there are no data on breastfeeding practices prior to 1980, the duration of having been breastfed for women in the age groups X55 -59 are taken to be the same as in 1980.Table 3 also shows the estimated mean duration of breastfeeding if all women could breastfeed their children for 6 months (so that prevalence at 6 months is 100%), after which the values in Table 1 continue to pertain.
RESULTS
Column 1 of Table 4 shows the decrease in risk of breast and ovarian cancer due to breastfeeding, of women in the UK, by age group, in 2008, and column 2 the decrease in risk if all had been breastfed for a minimum of 6 months. Column 3 shows the excess risk of women in 2008, due to their breastfeeding practice being short of target, and column 4 the population-attributable fraction of breast and ovarian cancer cases by age.
In Table 5 , we assume that the RR estimated for 2008 is pertinent for 2010, and show the actual numbers of cancer cases that would be attributable to breastfeeding practices not reaching the optimum level.
In total 2699 cancer cases projected to occur in 2010 (1498 breast cancers, 1201 ovarian cancers) would have been avoided if breastfeeding practice had been at the theoretical 'optimum'. This Mean if all women could breastfeed their children for 6 months (so prevalence at 6 months is 100%).
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DISCUSSION
Though it may be desirable, from the point of view of cancer prevention, to have multiple pregnancies commencing at a young age, there are equally, or more, persuasive reasons to avoid such a lifestyle. It makes no sense, therefore, to prescribe an ideal fertility pattern, against which the number of cancers attributable to a less optimum one can be evaluated. In the IARC calculation of avoidable cancers in France (IARC, 2007) , the fertility pattern of 1980 was taken as an ideal against which the excess cases resulting from fertility in 2000 were calculated, although the rationale for this was not explained. The origin of the Doll and Peto (2003) estimate of 15% of UK cancer deaths being attributable to 'reproduction' (and other factors related to the secretion of reproductive hormones) is obscure; the methodology is said to be the same as in their 1981 monograph (Doll and Peto, 1981) , although this considers some 46% of the deaths due to cancers of the breast, ovary and uterus (corpus and cervix) as attributable to reproductive and sexual factors, and these cancers are responsible for only 8% of cancer deaths in UK in 2005. 
